T his month's roundtable discussion focuses on chronic lateral ankle instability. Over the last couple of years, we have seen new techniques emerge, including all arthroscopic reconstructions. We have Dr Peter Mangone, from Asheville, North Carolina, and Dr Kenneth J. Hunt, from Denver, Colorado, discussing their current practice in treating lateral ankle instability.
How do you evaluate lateral instability in the clinic? Do you obtain stress fluoroscopy or stress radiographs routinely?
Hunt: The diagnosis of lateral ankle instability is typically arrived at by a careful history and physical examination. I do not routinely obtain stress radiographs, but I do perform stress fluoroscopy in clinic when confirmation of the diagnosis is necessary, and to differentiate between ankle and subtalar joint instability.
Mangone: I evaluate lateral ankle instability with manual testing using the standard anterior drawer and tilt tests. I also will occasionally perform stress fluoroscopy in a patient whose subjective complaints are greater than their manual testing findings. I agree that fluoroscopic stress testing sometimes also helps identify subtalar instability if the ankle joint remains stable within the mortise. In primary cases, do you ever use augmentation (ie, suture tape, internal brace, peroneal tendon)? Why or why not?
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Hunt: I will augment the lateral ligament repair with internal brace: (1) in cases where tissue quality is poor, (2) when there is underlying ligamentous tissue laxity, (3) in a high-demand individual who requires accelerated rehabilitation, and (4) in cases that include removal of osteophytes to alleviate ankle impingement. In the latter 2 cases, early range of motion and rehabilitation is preferred for an optimal outcome, and risk of stretching the repair in early rehabilitation is mitigated with internal brace augmentation. I rarely do a split Evans procedure (split peroneus brevis transfer) in primary cases.
Mangone: I rarely if ever use augmentation for a primary arthroscopic (or open) Brostrom procedure. I have found that if the tissues are of adequate quality to reconstruct with local tissue, then augmentation is not necessary for early functional recovery in the majority of my patients. I will occasionally add a suture bridge-type construct for additional strength (<5% of the time). If there is not adequate tissue quality for a primary Brostrom-type procedure, I believe an anatomic reconstruction with a tendon graft is the procedure of choice. I do not believe augmenting a repair with suture material is the correct answer for the lateral ligaments. Without the use of augmentation, I routinely have my arthroscopic Brostrom patients ambulating 50% by the second week postoperative using an ankle gauntlet-style brace. I will progress then to full weight-bearing by the fourth postoperative week. I have them use an ankle gauntlet-style brace for 3 to 6 months postoperatively. With this regimen in mind, my typical patient is not a professional athlete.
There may be a role for the use of an "internal brace" type construct in very specific situations with professional athletes who need to return to play expeditiously for large financial gain. However, even in that circumstance, the athlete must be aware of the risks of additional injury associated with early return to play in terms of conditioning, muscle atrophy, and slowed reaction times.
Aside from revision surgery, what criteria do you use to move to a secondary reconstruction with allograft? Do you do this open or percutaneously?
Hunt: I will perform an allograft reconstruction (eg, Colville) if I am also correcting a bony cavovarus foot alignment in the same setting. I perform the repair open as the peroneal tendons commonly need to be addressed in the same setting.
Mangone: I use the typical criteria found in the literature when deciding to proceed with a secondary reconstruction using tendon graft (allograft or autograft). These criteria include morbid obesity, hyperligamentous laxity syndrome, extreme high-demand occupation, and failed previous lateral ankle ligament reconstruction with inadequate local tissues. Additionally, if I proceed with an initial plan for arthroscopic or open Brostrom and I encounter inadequate local tissues for primary Brostrom-type procedure, then I will convert to a free tendon graft procedure during the initial procedure. I have personally found a higher incidence of this situation occurring in patients with a long history of tobacco and nicotine use.
If the patient has a large peroneal tendon tear, I will perform the surgery with a longer open technique. However, in most patients, I can proceed with a minimally invasive percutaneous technique, such as the anti-ROLL technique published by Dr Takeo et al (Arthrosc Tech. 2015; 4(5) :e595-e600).
How would you advise this patient: 40-year-old orthopaedic surgeon, avid trail runner, who sustains about 3 sprains a year, but has only mild pain between episodes? Normal alignment with moderate instability clinically? Small anterior osteophytes radiographically, but no chondral lesions or peroneal pathology. What do you think will be his long-term prognosis?
Mangone: I would recommend that patient use an ankle gauntlet-style brace for his/her running on trails and then close yearly follow-up. I am concerned about the recurrent ankle sprains this patients is experiencing; however, with minimal symptoms in between episodes and minimal degenerative changes, it is tough to argue for surgical intervention at this time if the sprains can be controlled with appropriate use of an external brace. I do not think we (as a profession) have the answer right now as to this patient's long-term prognosis. I think close monitoring is appropriate with yearly radiographs looking for signs of progression of degenerative changes or talar tilt. In addition, making sure the patient is in correct shoewear is imperative. A large percentage of running shoes have a large medial heel wedge to prevent pronation. In a patient with lateral ankle ligament laxity, this type of shoe will increase heel varus and increase the risk of ankle sprain.
Hunt: It sounds like this patient is functioning well with ankle instability. I would caution the patient about the risk of suffering a more severe injury with trail running in the setting of instability, recommend incorporating functional ankle exercises into his exercise routine, and recommend utilizing an ankle brace for trail running. If sprains occur more frequently, have longer recovery periods, or he just gets tired of spraining the ankle, I would recommend ankle arthroscopy, removal of osteophytes, and ligament repair (technique based on CFL status as outlined above). Based on available data and experience, long-term prognosis following this procedure in a patient without arthritis or alignment issues is excellent.
Case Study: A 38-year-old collegiate soccer coach presents with the radiographs shown in Figure 1 , one year following prior surgery-lateral ligament repair with internal brace augmentation. He is grossly unstable with about 4° of heel varus (normal alignment contralateral leg). An arthroscopic exam shows full-thickness chondral wear on the medial one third of the tibia and talus (Figure 2 ). How would you treat this?
Hunt: It is challenging to provide a pithy response to this question given the number of variables that would go into the final treatment plan. This is a grossly unstable degenerative ankle in a patient too young and active for ankle replacement. The best option would likely be a combination of the following:
• Ankle arthroscopy to remove bony impingement lesions
• Anatomic lateral ligament reconstruction with allograft • Either a supramalleolar or calcaneal osteotomy to restore neutral to slight valgus alignment, shifting the ankle load bearing laterally where there might be healthy cartilage
The patient would need to understand that additional surgery may be necessary (eg, ankle replacement) down the road. Alternatively, an ankle fusion would be a definitive treatment with good functional outcomes. The decision is based on the patient's anticipated activity demands, pain levels, and tolerance for additional surgery.
Mangone: This patient has a very difficult clinical situation. He has clear degenerative changes on the medial one third of the joint along with osteophytes on both the talus and the tibia. This patient likely originally had combined lateral and medial ankle instability (global instability) as the source of his degenerative changes. His lateral view does not show a foot position consistent with a cavovarus foot; therefore, I believe the majority of his heel varus is likely due to the tibiotalar varus and not due to structural underlying cavovarus. I am concerned that he may beyond salvage of his ankle at this time, and it must be clearly communicated with the patient that any procedure at this point is a "salvage" procedure with a risk of failure requiring progression to an ankle fusion or replacement sooner than anticipated.
If the patient is willing to embark on an attempt to salvage his ankle under those circumstances, then I would recommend the following:
• Lateral shift or Dwyer calcaneal osteotomy to correct hindfoot varus (this depends on the flexibility and correctability of the hindfoot varus.
• Excision of the distal tibia and anterior talar exostoses (arthroscopic vs open).
• If he is not passively correctable with valgus stress, then I would also perform a deltoid ligament peel type release, medial capsulotomy of the ankle, and removal of the medial loose body to allow for flexibility to correct the tibiotalar varus.
• Allograft or autograft lateral ankle ligament reconstruction.
• Consider adding a small distal tibial medial opening wedge osteotomy to help with realigning the patient's hindfoot position in slight valgus. This will help shift the weight-bearing force more to the lateral tibiotalar joint where there are a lesser degree of degenerative changes
In my experience, the combination of these procedures can help extend the life of this patient's tibiotalar joint with the understanding that he/she will likely eventually need a more definitive procedure in the future (such as ankle fusion or replacement). However, with the advances of PRP (platelet-rich plasma) and stem cells, it might be possible to combine both surgical and orthobiologic treatments in the future to help give patients such as this more time until a definitive procedure must be performed.
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